MATERNAL AGE
The average age of women at delivery also rose slightly to 28 1 years (27.9 in 1992). This trend, of women delaying the start of their family, has been observed over several years. Table 1 shows that the cohort of women born in 1960 are twice as likely as women born in 1945 to have borne no children by age 30.
Associated with this, there is a trend for smaller families: 12% of the 1945 birth cohort had four or more children compared with 10% of the 1950 cohort. However, there has been an increase in the fertility rate among women aged 40-44 years, with a rise from 4A4/1000 in 1983 to 5-9/1000 (1993).
MULTIPLE BIRTHS
The rate of multiple births/1000 maternities is shown in fig 2. The multiple birth rate increases consistently with maternal age except for the oldest group 40-44 years. Women aged 35-39 years are more than twice as likely to have a multiple birth than women aged under 20 years. There has been a steady increase in multiple birth rates to the older age groups of women; the fluctuation in the trend amongst the oldest age group is in part random variation associated with small numbers. Table 2 shows how the life expectancy of a child has improved in the last 30 years. Life expectancy calculations are based on the age at death of the population dying in any given year. The improvement in life expectancy at birth is 5-1 years (males) and 3-8 years (females), compared with the improvement of life expectancy at age 5 years of 4-7 years (males) and 3-7 years (females). The greater improvement in life expectancy among males is due to the reduction in male mortality during middle age, while the relatively greater improvement in the life expectancy at birth when compared with that at age 5 years relates to the improvement in infant mortality.
Mortality

INFANT MORTALIrY
Although deaths in infancy have declined from 10/1000 live births in 1983 to 6-2/1000 live births in 1993, the level of risk of death experienced by infants is not seen again until after the age of 45 years. The variables on which data are routinely collected and which are known to be associated with risk of infant death are birth weight and region of residence of infant; and parity, social class, age, and place of birth of mother. About 80% of infant deaths occur before age 1 month. CESDI, established in 1992, aims to identify ways in which these deaths might be prevented and the birth of a normal healthy baby assured for as many parents as possible.2
It is a national system, a rapid reporting system for all deaths occurring from 20 weeks of There are significant regional variations in mortality rates around the country, although rankings vary year-on-year, so caution is needed in the interpretation of such figures. Figure 4 illustrates, with confidence intervals, regional variation in death rates. Late fetal losses are pregnancies ending between 20 and 23 weeks' gestation, and CESDI are the only national reporting system to collect such information. Some of the regional variation may relate to under-reporting in this group. CESDI uses the 1992 definition of 'stillbirth' (fetal loss occurring on or after 24 weeks' gestation). Postneonatal death rates are most closely associated with socioeconomic factors, and the regional variations illustrate the 'north-south' divide, with lower death rates in the more affluent south, for example, Wessex region, and higher rates in the poorer north, for example, Northern region. exploring his environment; it is important that this environment is safe and that serious consequences of normal play are avoided. Among older children, supervision and education can reduce the incidence of accidents, while measures such as cycle helmets can reduce the severity of the consequences of any fall.
GENERAL PRACTiMONER CONSULTATIONS
Data from the fourth national survey of morbidity in general practice (1991-2), estimate that children aged 0-4 years are seen by their general practitioner (GP) about four times a year, and older children (5-15 years), about twice a year. Approximately 8% of these GP contacts take place in the child's home. Less than 10% of consultations are for serious (potentially life threatening conditions), a smaller proportion than at any other age. it varies by social class of parent, with the highest rate of consultations occurring among children for whom social class of head of household could not be assigned (category 'other'), for example, where the head of the household was unemployed or a housewife.
Odds ratios for consulting rates are shown in table 8. These can be interpreted to show that children from the families from the Indian subcontinent were approximately 50% more likely to consult their GP than children from white families. In contrast, children from AfroCaribbean families were less likely to consult their GP than white children, but the difference was not statistically significant. Male children from the households of manual workers were 8% more likely to consult their GP than children from non-manual households, and the female children of single parent households consulted the GP 11% more frequently than those from two parent households.
COMMUNICABLE DISEASES Figure 7 shows the number of reported cases of measles over the last 10 years, and illustrates the cyclical nature of the epidemics, with peaks every 2-3 years persisting throughout the 1980s. Measles, mumps, and rubella immunisation was introduced in 1988, and since then no further peaks have been observed. The incidence has fallen further since with the measles/rubella campaign in November 1994. This campaign reached 90% of the targeted 7-1 million children aged 5-16 years.6 There were only 35 cases of measles reported in the first four months of 1995 (only two of which occurred in children covered by the immunisation campaign7) compared with over 100 cases in November and December 1994.6 Meningitis continues to excite coverage by the media. The number of reported cases has increased in the last 10 years (fig 7) , reaching a peak in 1988, and declining only slightly since then. Figure 8 shows the reported cases according to aetiology over the same time period. The most important contribution to the rise have been meningococcal and Haemophilus influenzae infections. The incidence of the latter is now expected to decline after the introduction of immunisation in October 1992. The highest age specific notification rates occur in children aged less than 4 years.8 (table 9) . The notification rate is 34% higher in males, 58% of which are due to abnormalities of the external genitalia. As notification is voluntary, and only malformations detected within 10 days of birth are reportable, there is potential for under-reporting of all congenital abnormalities, and differential under-reporting for some conditions, for example, malformations of heart and circulatory systems. Figure 9 shows that the reported prevalence of neural tube defects has fallen by 76% in the 10 years to 1991. This fall has been reported in other countries, including Canada, Australia, and the Netherlands.9 The fall in the birth prevalence of Down's syndrome over the same period has been much smaller, although with the recent widespread introduction for screening for Down's syndrome ('triple test'), this decline may accelerate in future years.
Social habits
SMOKING
The Health of the Nation specified a fall of 33% to less than 6% as a target for the reduction in smoking prevalence in 11-15 year olds.3 The Schools Health Education Unit at Exeter University has, annually since 1986, examined health related behaviours in young people.o1 11 Table 10 shows that in 1993, the prevalence of (baseline 1988) smoking (in the week before questioning) reported by young people aged 12 years was in excess of 6%, rising to nearly 30% in 15-16 year olds. At all ages, females reported higher smoking prevalence. Smoking starts at an early age, with 8% of 8-9 year olds reporting smoking on at least one occasion (1991-2 data), and by age 16, only 39% of males, and 32% of females report never smoking.
ALCOHOL
Over 60% of 15-16 year olds reported consuming an alcoholic drink in the week before the questioning. Males at all ages are more likely to report recent alcohol consumption, with 24% of 8-9 year olds compared with 17 5% of females (1991-2 data), and rising to 66% of males age 15-16 years compared with 60% of females of the same age. This high prevalence of alcohol use is a matter for concern as both alcohol related illness and crime have risen in the last 10 years.
DRUG USE
Use of illegal substances is an increasing problem among young people in the UK. Table  12 shows the reported ever use of drugs among young people aged 11-16 years, from the Schools Health Education Unit at Exeter University. Cannabis is the most widely used drug, with almost 28% of males and 22% of females age 15-16 years reporting ever use. In contrast, 72% offemales and 65% ofmales have never taken any of the drugs listed in table 11.
A child born in Britain in the 1990s, provided it survives the first year of life, can expect to survive until the age of 73 years (males) or 78 years (females). The greatest risks to the health of young people come from injury and from their lifestyles, rather than illness, and several of the targets identified by The Health of the Nation3 are specifically aimed at young people (table 12) . Cigarette smoking, in particular, is associated with several major causes of mortality, yet the prevalence of smoking in young people is not falling. Adolescent health, for so long a grey area between child and adult health services is beginning to be recognised as a speciality in its own right, and was an area of focus of the chief medical officer's report in 1993.12 More recently, the government has launched a new initiative aimed at the health of young people The Health of the Young Nation, and specific targets will be published shortly, most aimed at young people age 10-19 years, but some at younger age groups. This initiative aims to bring immediate benefits to young people's health, to avoid long term harm and to establish healthy lifestyles to carry them through to adulthood, to provide long term health benefits, both to themselves and their children.
